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The opioid crisis has spread to epidemic proportions in the United States. Opioids, the gold 
standard of pain treatment, are regularly prescribed to women after having cesarean section 
operations. The purpose of this literature review is to examine how the use of shared-decision 
making approaches compare to the current care for pain management and opioid prescribing 
practices in women after a cesarean section. An exhaustive search of the literature was conducted 
using PubMed, CINAHL and grey literature which resulted in 8 articles examined in this review. 
Common themes weaved throughout the articles include: shared decision-making about opioid 
prescribing with women post-cesarean section, the impact of having choices about pain 
management for women’s birthing experiences, and available shared decision-making tools 
being used in practice. In order to build the science, more research is needed to examine the use 
of shared decision-making tools with women undergoing cesarean sections and women who are 
pregnant. Providers and nurses need to engage and educate women throughout their pregnancy 
leading up to possible and planned cesarean sections. The shared decision-making tools reviewed 
can help facilitate and guide crucial conversations between patients and providers about the 
number of opioids that are prescribed and taken by women post-cesarean section amidst the 
current opioid crisis.  
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Examining Shared Decision-Making with Post-Cesarean Patients  
  
Foreword  
 Student nurses across the country are taught to treat pain as the important sixth vital sign. 
They are taught to assess pain in the same manner in which they would assess respirations, heart 
rate, oxygen saturation and blood pressure. Pain is a subjective experience; how well pain is 
treated significantly impacts patient recovery time and satisfaction with healthcare delivery. 
Undergraduate nursing curriculum includes expansive and detailed lessons on the pharmacologic 
and non-pharmacologic options for the treatment of pain. Future nurses are taught about the 
opioids they will administer in clinical practice and the potential for opioid addiction. Addiction, 
a unique affliction, does not discriminate based on race, gender, socio-economic status or sexual 
orientation. Treating addiction as a disease requires vigilance, understanding, treatment, and 
prevention.  
I never truly understood how non-discriminant addiction was until last February 2018. 
On that day, I had a clinical experience I will never forget. My assigned patient was a woman in 
her early 30s and had just had her fourth cesarean section. While working with the patient and 
her primary nurse I noticed her past medical history indicated she had a previous addiction 
problem, but no other detail was indicated.  
 Later that day, the primary nurse and I went into the patient’s room and found her upset 
and she described having a tremendous amount of pain. On a scale of one to ten, she rated her 
pain as an eight. As we attempted to assess her incision site and perform a postsurgical 
assessment, she was groaning with tears in her eyes. Upon inquiring about when she could have 
her next pain medication, she burst into inconsolable tears. We sat with her and when she 
calmed, the patient disclosed that her recent cesarean section was an emergency and not what she 
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planned for. The patient explained her addiction to opioids started after her first cesarean section. 
She desperately wanted to avoid taking opioids and did not want any opioid prescription 
available to her as an option. However, her health care provider encouraged her to have a backup 
opioid prescription in case her pain became intolerable.  
Upon reflecting on this clinical experience, I wondered why no one genuinely listened to 
this patient and why no one helped her to plan and take charge of her health and healthcare 
decisions. An educated woman, hurt by addiction in the past, was trying to do the right thing in 
avoiding opioids, and the health care system failed her. Why did no one listen to her? Why didn’t 
health care providers take a deeper dive into her past medical history, discuss, and clarify her 
preferences for post-surgical pain management? Why wasn’t she trusted, engaged, and 

















An average of 130 Americans die every single day due to an opioid overdose (Opioid 
Overdose, 2018). Over the past few decades, the opioid crisis has escalated tremendously, 
becoming a national epidemic within the United States. From July 2016 to September 2017, 
opioid overdoses increased by 30% in 45 states and by 31% in North Carolina alone (Vivolo-
Kantor et. al, 2018).  
Opioids and opioid variants have been around for thousands of years, begging the 
question: why is opioid abuse a national crisis now? During the 1970s, a large shift towards 
opioid use began in hospice care for terminally ill cancer patients. To ensure comfort towards the 
inevitable end of patient’s lives, opioids were the best way to treat their end of life cancer pain 
(Mancini, 2017). In the 1980s, off the heels of the oncology hospice movement, the idea that 
opioids could help non-cancer chronic pain became more acceptable (Mancini, 2017). Big 
pharmaceutical companies took notice of the pain management trends and began to heavily 
market the use of opioids to help alleviate non-cancer pain. One company, in particular, Purdue 
Pharmaceuticals, released the now well-known drug, OxyContin during this time (Weiner, Malek 
& Price, 2017). Hershel Jick M.D. wrote a letter to the editor in the New England Journal of 
Medicine refuting a connection between opioids and addiction (Jick, 1980). Jick’s letter was 
based on an analysis of hospitalized patients at Boston University Medical Center who were 
given small doses of opioids in a controlled setting to ease suffering from acute pain. Thus, 
Jick’s conclusions were not based on patients who had been given long-term opioid 
prescriptions.  
Following Jick’s letter, pharmaceutical companies advertised opioids as non-addictive 
drugs even though this was not true (Mancini, 2017). The misinformation was dispersed to 
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promote and endorse OxyContin and quickly lead to a rise in opioid prescriptions to relieve 
chronic pain. Prescribing practice based on inaccurate information was one of the contributing 
factors that set the scene for the opioid epidemic itself. Most opioid misuse originates from 
patients who have an opioid prescription for these drugs, and use them differently than 
prescribed (Mancini, 2017). 
Despite having the potential for addiction, opioids are excellent in managing post-
surgical pain management. Pain is one of the most common causes of delayed recovery and 
discharge after surgery (Pavlin et al., 2002). In a study done at the University of Washington, 
pain management and discharge times were examined for patients who underwent knee 
arthroscopy, hernia repair, pelvic laparoscopy, transvaginal uterine surgery, surgery for breast 
disease and plastic surgeries. After following the patients, researchers found that pain was the 
defining factor in determining how soon patients ambulated after surgery (Pavlin et. al., 2002).  
Women who undergo cesarean sections are a population often routinely prescribed 
opioids. Recently, the number of cesarean section deliveries performed has doubled since the 
mid-1990s and account for 30.5% of all births in the United States (Lavoie & Toledo, 2013). For 
women, pain control after major abdominal surgery is necessary to enable the ease of movement 
(e.g. sitting up, walking, coughing, lifting) to manage newborn babies. With this in mind, many 
providers prescribe opioids to provide immediate post-surgical pain relief.  
In the midst of the national opioid crisis, cesarean sections on the rise, and my personal 
clinical experience, I wanted to know (1) what the evidence says about how health care providers 
engage women who undergo cesarean sections about pain management and (2) what are the 
nursing implications for shared decision-making (SDM) and pain management.  
Purpose 
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Shared decision-making is a process in which clinicians and patients work together to 
make decisions regarding the patient’s healthcare (National Learning Consortium, 2013). Based 
on clinical evidence, SDM helps patients and providers identify and balance potential risks and 
expected outcomes with patient preferences and values in mind (National Learning Consortium, 
2013). Providers can facilitate SDM when they invite patients to participate in their health and 
health care, present the various options available, inform patients about potential benefits and 
risks, and help patients evaluate options based on the patient’s goals. Ideally, patients are given 
time to understand their various options and providers can help patients follow through on their 
decisions (National Learning Consortium, 2013).  Section 3506 of the Affordable Care Act 
encourages the use of shared decision-making and funded an independent entity that certifies the 
use of decision aids for use in health programs (Lee & Emanuel, 2013). A decision aid can 
include written materials, videos or interactive tools that help to inform patients about their care 
options, outcomes, benefits, side effects, the health care team’s skills and potential costs (Lee & 
Emanuel, 2013). SDM can help provide women the opportunity to engage with health care 
providers about their health and healthcare. 
The purpose of this integrated review of the literature is to address the following PICOT 
question: In women who have undergone post-cesarean section, what impact does shared 
decision-making interventions versus usual care have on opioid prescribing and pain 
management?  Findings from this review examine: different forms of shared decision making, 
the benefits of using shared decision-making tools, and the benefits for healthcare teams and 
women when given choices about their care.  
Methodology  
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 An extensive electronic search of English language literature was performed using 
CINAHL, PubMed and the grey literature. The following MeSH terms were used: (“Shared 
Decision Making”) AND (“Opioids” OR “Analgesia”) AND (“Cesarean Sections”). The 
inclusion and exclusion criteria are listed in Table 1.  
Table 1  
Inclusion and Exclusion Criteria of Integrative Review  
Inclusion Criteria Exclusion Criteria 
Post Cesarean Section women  Articles published before 2008  
Shared Decision Making tools  Articles that addressed chronic pain  
Pain Management   
Opioid Prescribing and Opioid Use   
Articles Published in last 10 years   
 
This search resulted in 2934 in PubMed and 543 in CINAHL. These results were then narrowed 
down based on the title and inclusion and exclusion criteria. With that, 102 references were 
selected to then determine if suitable for the integrative review. From there, a full abstract review 
was conducted using the F1000 workspace program and Covidence. Covidence is a systematic 
review tool for screening title/abstracts and full texts; it is also used for data abstraction and 
quality assessment (LibGuides, 2019). Through Covidence, 102 references were imported and 
abstracts screened and 18 full-text studies were assessed for appropriateness. The 18 studies were 
then further assessed for eligibility and 10 studies were excluded. Of the 10 excluded, six were 
the wrong intervention, two were they wrong study design, one was the wrong indication, and 
one was the wrong patient population. From this search, seven articles were deemed relevant and 
useful to be used in this review. Please see Figure 1 for Prisma Flow Diagram.  
Figure 1. Prisma Flow Diagram. 





Findings and Themes   
Common themes weaved throughout the eight studies reviewed included: opioid 
prescribing for women post-cesarean section, the impact of choices on pain management for 
women’s birthing experiences, shared decision-making on patient experiences and SDM tools 
that are currently used in practice. This review identified various evidence-based, shared 
decision-making studies discussed in the literature. From these articles, shared decision-making 
tools have helped providers prescribe less opioid tablets, and also have helped to enhance 
patient’s feelings of empowerment in taking control of their health and healthcare. Women, 
working alongside health care providers and nurses, armed with clear and easily digestible 
information, are capable of making informed decisions about how best to handle their incisional 
pain after discharge. Thus, shared decision making has enormous implications for nursing 
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practice and nurses to lead efforts to prevent opioid abuse through patient and family 
engagement and education.  
Opioid Prescribing for Women Post-Cesarean Section  
 In a 2017 quasi-experimental study done by Prabhu et al., authors researched the impact 
of shared decision-making tools on the number of opioids prescribed for mothers after they 
underwent a cesarean section. The impact of a shared decision-making tool on the number of 
oxycodone tablets given to women upon discharge post-cesarean section was assessed. 
Researchers hypothesized the SDM intervention would decrease the number of opioids 
prescribed to women compared to the hospital’s typical standard of care (Prabhu et al., 2017).  
The SDM intervention included a 10-minute shared decision-making session with a clinician 
present and available to answer questions. Patients viewed an electronic tablet which delivered a 
patient-centered, interactive decision aid. The aid included information on the anticipated 
patterns of post-surgical pain, expected outpatient opioid use after cesarean section, risks and 
benefits of opioids and non-opioid analgesics, information about opioid disposal, and access to 
opioid refills (Prabhu et al., 2017). At the end of the SDM session, patients chose the number of 
oxycodone tablets they wanted when discharged from the hospital with. Choices ranged from 
zero to 40 tablets. Two weeks after the initial enrollment, providers followed up with the patients 
(Prabhu et. al, 2017). Post-intervention, patients discharged from the hospital were prescribed an 
average of 20 pills, 15.5 pills on average were used, while the median leftover oxycodone tablets 
were four. Fifty-two percent (52%) of the women in the study were satisfied while 38.0% of 
these women were very satisfied with their pain management. Eighty-six percent (86.0%) of the 
women found the intervention itself to be valuable to their postoperative care. Four women 
required more oxycodone tablets, however, three of these four women had complications during 
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surgery. Only one participant continued to have pain two weeks after discharge. SDM 
interventions reduced the number of opioids from an average of 40 tablets prescribed to 20 
tablets prescribed and successfully managed the women’s post-cesarean section pain (Prabhu et. 
al., 2017). 
 In a recent 2018 prospective quality improvement study performed by Prabhu et al., 
researchers infused a SDM intervention into clinical practice using the Plan, Decide, Study, Act 
Model. The tablet-based aid, used in the previous study, was converted to a single information 
sheet and included information on opioids and typical pain patterns experienced women post-
cesarean section (Prabhu et al., 2018). Emphasis was placed on available non-opioid options, 
including acetaminophen and non-steroidal anti-inflammatory drugs during the hospital stay, and 
education on aspects of the discharge process. The typical departmental prescription standard of 
40 tablets of 5 mg oxycodone was reduced to 30 tablets subsequent to the QI project. In addition 
to the initial SDM intervention, the department tailored discharge teaching focusing on pain 
expectations, the efficacy of non-opioid multimodal analgesia (e.g. acetaminophen and non-
steroidal anti-inflammatory drugs) and the need for 20 5-mg oxycodone tablets. As a result of the 
SDM QI project, using multimodal analgesia decreased opioid consumption; therefore, the 
department started to schedule acetaminophen and nonsteroidal anti-inflammatory drugs 
(NSAIDs) into the patient’s pain management while in the hospital. Altogether, the study 
managed to institutionally change procedures for patient’s post-cesarean section by 
recommending a maximum of 20 tablets of 5 mg opioids to be prescribed at discharge, a 50% 
decrease in prescription from the start of the quality improvement project (Prabhu et al., 2018).   
Impact of Choices on Pain Management for Women’s Birthing Experiences 
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 An important aspect of shared decision-making and opioid prescription is heavily 
dependent on the ability, desire, and empowerment of women to make educated choices for their 
health and healthcare. In a 2016 qualitative study, Lally et al. examined women’s perceptions, 
expectations, and experiences of the process of their pain relief decision-making process. The 
study, done in the north east of England, included 32 women who were between 28 and 36 
weeks pregnant. Interviews lasted for 35 minutes to an hour. A topic guide was used to ensure 
structure to the interview.  
Topic Guide for interviews with pregnant women 
• Have you thought about how you are going to manage your pain in labour yet? 
• What do you know about the differences methods of pain relief? 
• Have you made any decisions about which methods of pain management you are going to use? 
• Where have you been getting your information from? 
• Are there any areas that you feel you don’t have information about that you would like? 
• Are there any other issues that have not been raised today that you want to raise about pain relief?  
(Lally et al., 2016). 
Qualitative data can inform providers as to how to support women when making decisions about 
their pain relief in labor. Although not solely related to cesarean sections, the article 
acknowledged SDM had a significant impact of facilitating expecting women to actively engage 
in their health and health care during their pregnancy and labor.  
The interviews results included three common issues related to decision making about 
pain relief. First, uncertainty about the level of pain they experienced and the effect of different 
methods of pain relief were examined. Second, how decisions were made regarding pain and 
how comfortable they felt making these decisions were explored. Third, women’s perceived 
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levels of control over their bodies and levels of desired control about decisions they were making 
were all identified.  
Uncertainty of pain. Decisions about pain management were difficult to make when the 
women did not know what to expect at all. Pregnant women did not know what kind of pain they 
would be in during and after labor which led some to initially opt out of early pharmacological 
pain relief. All of the women were more concerned about not knowing what kind of pain to 
expect in general during labor rather than how to handle the pain. Many women felt it would be 
beneficial to receive more information on pain management and coping strategies (unidentified) 
rather than being given information on pharmacological options. Researchers suggested the 
creation of a birth plan to help enhance women’s involvement in their health and healthcare. For 
some, a birth plan was a positive aspect of SDM during labor. Conversely, some verbalized 
preferences for providers to make the decisions for them, as they expected their providers to be 
experts in the field of the women’s health (Lally et al., 2016). 
Knowledge and Control. Most of the women strongly believed feeling in control during 
the birth process was a priority. For them, control meant effectively managing pain. Taking away 
all the pain could feel like a loss of control during labor (Lally et al., 2016). Feeling they were 
not informed about what to expect, women did not believe they were in a position to make 
decisions about their pain. One factor brought up in the focus groups was the importance of 
women recognizing what was personally important to them during the labor process (e.g. natural 
childbirth, home delivery etc.). Altogether, the study identified pain management practices 
would be more beneficial if women were better informed about what to expect during labor. 
Women wanted to be more in control during labor and wanted to be more actively engaged in 
discussing components of their care. Women’s values, expectations, and preferences about pain 
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management and how these crucial components of SDM can affect their choice about pain 
management, coping strategies, and control throughout their labor was discussed (Lally et al., 
2016). 
In a 2014 quasi-experimental study, Thompson and Miller researched on women’s 
perceptions of being informed and involved throughout their pregnancy. Researchers examined 
the decision-making process in nine procedures involving pregnancy, labor and birth procedures 
in Queensland, Australia. Authors specifically addressed pre-labor cesarean pain and post-labor 
cesarean pain. Three thousand, five hundred and thirty women participated in the survey in total 
and 20.9% of the women responded specifically about cesarean sections. Ninety-three percent 
(93.5%) of pre-labor cesarean section women reported being informed and consulted in decision-
making. Women who underwent cesarean felt they were more informed on what to expect of 
their experience when compared to procedures such as ultrasound scans, blood tests, vaginal 
examinations, fetal monitoring and episiotomies (Thompson & Miller, 2014). Researchers 
discovered 26% of the women were not consulted about their episiotomy or told about how an 
episiotomy was a potential possibility. The authors concluded patient participation in decision-
making, especially in procedures that were routine, needed to be improved (Thompson & Miller, 
2014).   
 In a 2012 qualitative study performed by Cook and Loomis, researchers identified 
control, choice in decision making, social support, and efficacy of pain control as important 
factors contributing to women’s attitudes toward their birth experience. Fifteen women who had 
recently given birth were interviewed about their birth plan development, birth story, and 
reflections on the experience in total. Through interviews, many women acknowledged they 
relied heavily on the guidance of healthcare providers when making birth-related decisions. The 
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researchers concluded when women are well-supported by providers and have trust in their 
providers, birth experiences can become a more positive situation (Cook & Loomis, 2012).  
In 2018, Schoenwald et al. conducted a RCT comparing a nurse practitioner led 
biopsychosocial patient engagement approach compared to receiving the standard postoperative 
opioid dose. A biopsychosocial approach involves oral oxycodone, supportive care from 
providers, and education about pain management (Schoenwald, et al., 2018). Researchers 
questioned if patient-tailored pain management nursing practitioner (NP) interventions could 
improve analgesia use compared to usual care (i.e. controlled-release oxycodone). A pain 
management program was created unique to the patient’s needs rather than offering the more one 
size fits all contemporary standardized practice. The study included 131 Australian women who 
underwent elective cesarean sections and were given different amounts of oral oxycodone along 
with supportive care and education about pain management. The intervention group received oral 
oxycodone and/or tramadol while also working with the nurse practitioner and discussed the 
benefits and risks of oxycodone. Participants were also told they had control over their pain 
management decisions. Nurse practitioners followed up with the patients to assess their pain state 
and management. During the hospital stay, the intervention group reported ‘much improved’ and 
‘very much improved’ in pain relief over the control group, and reported having less total pain 
interference during general activity (e.g. walking, and coughing). Overall, the intervention group 
was given less total oxycodone compared to the control group (Schoenwald et al., 2018). Thus, a 
nurse practitioner led intervention actively engaged with patients about their pain control 
management and led to a reduction in opioid usage and successfully managed post-cesarean 
section incisional pain (Schoenwald et al., 2018).  
Patient Experiences on Shared Decision Making   
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 With such limited evidence available about SDM and post-cesarean procedures, I 
expanded my search to look at SDM in general post-surgical cases. In a 2008 systematic review 
done by Joosten et al., researchers compared SDM interventions and non-SDM interventions 
within 11 randomized controlled trials. Inclusion criteria for this study included studies that 
involved randomized control trials where a treatment decision needs to be made and SDM 
interventions were compared to control interventions without SDM. Outcome measures included 
the degree of treatment, adherence, patient satisfaction, well-being and quality of life (Joosten et 
al., 2008). In the 11 randomized control trials in the review, three studies involved SDM in 
cancer cases and the six other studies involved either ulcer disease, ischemic heart disease, 
hormone replacement therapy, dentistry or benign prostatic hypertrophy cases. The last two 
RCTs in the review involved SDM in mental healthcare for the treatment of schizophrenia and 
depression. Again, although not the population under this specific study, the review serves as a 
valuable resource and was one of the first studies to explore SDM in a systematic review. When 
SDM interventions were employed during various circumstances, patient satisfaction, adherence, 
depression and patient well-being all improved (Joosten et al., 2008). Researchers concluded 
SDM was an effective and useful way to agree on treatment paths especially when patients have 
to make long-term decisions. Recommendations included a call for more research needs to be 
done to better and fully understand the benefits of SDM (Joosten et al., 2008). 
Shared Decision Making Tools 	
 In a recent 2019 qualitative study by Guille et al, examined how women with a known 
opioid abuse disorder used a shared decision-making aid. The shared decision-making aid was 
designed to help facilitate a conversation between patients and health care providers on whether 
to continue or taper methadone or buprenorphine therapy during the patient’s pregnancy. In order 
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to engage patients, the researchers developed a SDM aid using six domains giving information 
about their care options, providing outcome probabilities, allowing time for clarification and 
expression of patient values, offering structured guidance for deliberation and communication, 
providing evidence to support statements, and disclosing researcher credential and qualifications 
(Guille et al., 2019). Twenty-two women participated in the study, and 95% of these women 
reported feeling more confident about their choice to either continue or taper methadone or 
buprenorphine. The women also believed they were provided with sufficient information and 
evidence about their choices. Thirty-three percent (33%) of women decided to taper their 
methadone while 37% of women decided to taper buprenorphine. The researchers concluded that 
the decision tool helped in reducing the conflict between tapering or continuing methadone or 
bupropion treatment for women during pregnancy and ensured that women had the opportunity 
to make informed decisions to supportive of their values and preferences (Guille et al., 2019). 
As the evidence supporting SDM interventions builds, and with SDM becoming more 
ingrained into daily practice, providers need to know what tools exist to facilitate SDM in their 
clinical practice. Currently, several SDM tools are available to engage patients in addressing pain 
management and opioid use. One SDM tool, offered through Allina Health, provides a three-
page packet, including background information on managing post-surgical pain as well as 
general information about opioids. The aid, titled Should You Use a Prescription Opioid 
Medicine for Short-term Pain Relief? was created to be used by both providers and patients to 
help facilitate SDM about healthcare decisions together (Allina Health, 2017). The SDM tool 
provides specific questions for health care providers to ask and specific statements to help 
providers address the patient’s personal values and preferences about pain management and their 
health care preferences. The SDM tool addresses the potential risks associated with opioids (e.g. 
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addiction, overdose and death, building tolerance), side effects (e.g. depression), and medication 
storage and usage safety (Allina Health, 2017). Please see Appendix A for Allina Health SDM 
tool.  
 Several SDM tools are currently offered through the Mayo Clinic including one that 
focuses on cardiovascular primary prevention, chest pain, diabetes medications, Graves Disease, 
head computed tomography choice, osteoporosis, depression medications, percutaneous coronary 
intervention choice, smoking cessation around the time of surgery, anticoagulation choice, and 
Rheumatoid Arthritis (RA).  However, no SDM aids are offered specifically for women planning 
a cesarean. Shared decision-making tools used by providers and patients are not replacements for 
conversations to make clinical decisions, but rather help patients understand background 
information to be discussed during patient’s appointments and encounters with health care 
providers (Mayo Clinic, 2018). Please see Appendix B Mayo Clinic SDM tools addressing 
cardiovascular primary prevention statin choice and Appendix C for cardiovascular primary 
prevention statin choice electronic interactive tool.  
 A recent tool, introduced in 2018 and used in a study by Wang et al. and helped to assess 
if SDM reduced opioid prescriptions in the emergency department. The SDM tool reviews 
multimodal analgesia, opioids, as well as physical therapy options to address pain management 
such as heating pads and exercise. Additionally, different sections of the SDM tool address 
topics such as pain relief, cost, side effects, risk of addiction, and when to return to work. 
Authors identified a substantial gap between patients and providers in terms of effective and 
deliberate communication about health care information. Shared decision-making, when 
executed properly, has the potential to bridge that existing gap (Wang et al., 2018). Please see 
Appendix D for Wang et al., 2018 shared decision-making tool. 




 In the spring of 1970, opioid overdose was responsible for 2 deaths per month. Today, on 
any given day, 82 deaths per day are attributed to an opioid overdose. Between 1999 and 2010 
alone, opioid prescriptions have quadrupled (Mancini, 2017). However, eliminating opioids is 
not the answer. Opioids are dangerous due to their highly addictive potential, but opioids are also 
tremendously effective for managing pain. Providers and patients must learn how to skillfully 
balance opioid prescribing and opioid consumption to manage pain and improve patient’s quality 
of life while preventing the possibility for opioid addiction. 
 Nurses can help lead shared decision-making initiatives at the bedside because they are 
on the frontline of care delivery providing medication education, administering medications in 
the hospital, and advising patients on discharge instructions. Nurses have tremendous 
opportunity and skillful ability to interact and engage with patients. Additionally, nurses are in 
the prime position to evaluate patient’s health literacy and educate patients on their medications 
prescriptions while in the hospital and upon discharge. As healthcare leaders, nurses have the 
opportunity to take a proactive approach, versus a reactive approach, in implementing SDM with 
patients and try to disrupt the destructive momentum of the opioid crisis.   
 This review underscores the reality that opioid prescribing practices often takes a one size 
fits all approach when pain management should be patient-centered and tailored for each patient. 
Shared decision-making facilitates patient empowerment by facilitating the valuable exchange of 
knowledge between patients, families and providers and allows patients to make informed 
decisions about their health and health care. Pain, a subjective experience, is different for 
everyone. Currently, opioids are the first line choice for pain management, however, opioids are 
not the only way to manage pain. Combinations of acetaminophen and nonsteroidal anti-
SHARED DECISION-MAKING REVIEW  
	
20 
inflammatory (NSAIDS) medications can help assist with pain management and are good 
alternatives when trying to decrease opioid use when used interchangeably.  
Nurses assess patients’ pain by asking them to rate their pain on a simple scale, usually 
from one to ten (1 = no pain, 10 = severe pain). The number response provides nurses with 
direction as to what type of pain medications to use. Similarly, pain assessment scales can also 
be used during discharge when advising patients when to take opioids and when to take 
acetaminophen and NSAIDs. Having a solid understanding of which opioids are appropriate to 
take during their hospital stay is critical for patients. Nurses can help to educate and actively 
engage patients in deciding which medication they should choose to address specific types of 
pain in the hospital and when discharged home. Additionally, assessing for prior drug abuse 
and/or drug addiction is critical to avoid prescribing opioids to high-risk patients.   
Women feel more empowered during childbirth experiences when they have information 
about benefits, potential risks and being adequately physically and mentally prepared for 
childbirth and recovery. When women are given more information about their health and health 
care, they felt more in control of their birthing experience (Lally et al., 2016). Women naturally 
looked to their health care providers for this knowledge. As the healthcare culture shifts from a 
traditional paternalistic paradigm (doctor knows best!) to one of a health care partnership, 
patients and providers must also shift to work together to help patients make health care 
decisions in line with patient values, preferences, and goals.   
 Ideally, the SDM process begins with educating and engaging patients during routine 
procedures. Even though complications do happen during some deliveries, patients are often not 
made aware of these potential complications beforehand. If patients are educated and engaged in 
health care decisions before complications or obstacles are encountered, patients may feel more 
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in control to address the issues. Additionally, explaining the potential complications and actively 
involving patients in decisions about various case scenarios can help them feel more empowered 
and more in control of their healthcare. In terms of cesarean section surgeries, women should be 
informed about the possibility of having a cesarean section during their regular prenatal 
checkups. Discussions about post-surgical care and pain management can facilitate women 
feeling more knowledgeable, more engaged and more in control if a surgical case scenario does 
occur. 
 Patients are the experts of their bodies and intuitively know what is best for them, what 
they are willing to try and do with their own bodies. In order to effectively engage with patients 
and their families, providers need specific and consistent training as to how and when to begin 
and sustain the SDM process.   
 Various SDM tools exist for several different populations. However, SDM for women 
post cesarean section are very limited. Shared decision-making tools should be tailored to fit 
each patient’s case, and implemented as standard clinical practice. Nursing education programs 
and other health science programs should additionally integrate SDM into the undergraduate 
curriculum. This way, the process of SDM and patient engagement can be engrained and 
embedded with future clinicians as standard clinical practice.  
Recommendations made in this review are aimed at both providers and patients to 
encourage and practice shared decision making while devising plans about pain management. 
Review recommendations are highly applicable to nurses as they are the main communicators 
with patients and family during hospitalization and discharge. Nurses are in a prime position to 
be instrumental in the initiation of shared decision making by providing information and 
education on the risks and benefits of opioids with patients before and during their hospital stay. 




 Limitations in this literature review include the small sample size of the study. Evidence 
found about SDM spanned the hierarchy of evidence, ranging from the one RCT to the QI 
projects. The integrated review was limited as SDM interventions for women post cesarean 
section are limited. Additionally, there was only one RCT was found in this literature review, 
and was not directly related to the population of interest. The two articles that directly related to 
women post-cesarean section were a quasi-experimental study (level 3) and a QI project (level 
5).  
Conclusions and Implications   
 In conclusion, SDM has shown to reduce opioid prescribing practices and opioid 
consumption for women post cesarean section. More research needs to be done on the topic of 
SDM with women and their pain management before and after a cesarean section. Existing SDM 
tools can help guide SDM interventions and facilitate patient engagement. Additionally, the 
scientific foundation for SDM with women who undergo cesarean sections needs to be built. 
Nurses should be at the forefront of this needed effort by engaging their expecting patients and 
families and addressing pain management. Nurses should lead the SDM charge by not only 
engaging patients in addressing pain management options, but also helping to design SDM tools 
and pain management algorithms for patients to use during hospitalization and upon discharge. 
 If I could go back and redo that day in clinical, I wish I could have done more. As a 
future nurse, one of the most important things I can do for my patients is to advocate for them 
when they cannot advocate for themselves. If I could have understood how to help her voice her 
concern about taking opioids with her providers before she was given them, she may have not 
been put back on the opioid path that could lead her back into addiction. Additionally, I wish I 
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was able to educate and engage her in discussing risks and benefits of taking opioids, and 
worked with her in a health care partnership to help figure out what would the make most sense 
for her and her lifestyle.  
As I begin my nursing career, I will work on learning how to engage my patients on a 
daily basis. I will try to take a proactive approach and talk to patients and their families about 
their values, health care goals, and preferences. As part of an interpersonal team, I will actively 
work with medical and pharmacy disciplines to learn the benefits and risks of procedures and 
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